Since the late 1950s there has been a steady increase in the incidence of gonoccocal infections throughout the world, which is in marked contrast to the fall which followed the introduction of penicillin. Although drug resistance has been adduced as a contributory factor in the resurgence of gonorrhoea, the total involvement in the world today is far in excess of any available pre-penicillin figures. The fact that gonorrhoea is sexually transmitted makes the present world epidemic a vivid reflection of changed sexual mores in an increasingly licentious society.
A figure of 150,000,000 cases of gonorrhoea in the world today has been often quoted, but a more recent World Health Organization estimate suggests that there are some 16,000,000 new cases annually (Guthe, 1972) . The British Isles have not escaped this increase. Several authorities have suggested that there exists a large population of symptomless carriers and that failure to control the disease is related to this reservoir of undetected infection. No one, in fact, knows the size of this reservoir nor will they do so until a large cross-section of the female population is appropriately screened.
From time to time venereologists have advocated that screening for gonorrhoea should be undertaken and have drawn attention to their own results. Zwahr (1968) found fourteen cases in 1,701 smears; nine of these were found among 368 abortion cases and four among sixty patients who were admitted for what he calls 'adnexal processes'. Waters and Roulston (1969) found 207 cases of gonorrhoea in 3,375 obstetric patients and gynaecological outpatients, an incidence of 6 per cent. Cave, Bloomfield, Hurdle, Gordon, and Hammock, (1969) Kraus and Yen (1968) found that 5-73 per cent. of 1,309 antepartum patients harboured the gonococcus. On the other hand, Gaal, Rich and Hansman (1968) found no gonococci in 200 antenatal patients. Schofield (1969) Received for publication May 8 1973 found 48 cases of post-pubertal gonorrhoea in women whose children were discovered to have gonococcal ophthalmia and he recommended the selection of cases for testing based on certain social characteristics. No small task, this, when it is understood these 48 cases were from 120,000 confinements over a period of 6 years.
'It is not known how high the graphs must climb before others besides venereologists join in the demand for routine screening of antenatal and gynaecological cases for gonorrhoea. On the other hand, there is no doubt that such a venture would be enormously expensive and involve a vast increase in the amount of work undertaken by public health laboratories and pathologists. Indeed, the majority of laboratories and pathologists could not cope with such a proposition before the government of the day could be persuaded to spend vast sums of money on capital projects, equipment, and salaries to cope with such demand. It would first have to be persuaded that the results were going to justify the means. It might well be argued that the male urethra remains the best culture medium for gonococci coming from female cases and that routine case-finding methods will have to suffice for many years to come' (Wigfield, 1971) .
One of us has suggested (Wigfield, 1972) 
Screening for gonorrhoea in obstetrics and gynaecology 55
Of greater consequence is the omission of cultures in the routine screening. These were not undertaken as in the previous survey so that the cost/benefit ratio of both methods could be assessed with special reference to the bacteriology laboratory. In the light of the results of this survey it would seem that the omission of cultures was no serious lapse, but clearly any screening for gonorrhoea that became a routine part of hospital practice would necessarily include the examination of both smears and cultures from the urethra and cervix, and even, as many would insist, from the rectum. In a series of 116 consecutive female patients with gonorrhoea in the venereal disease clinic ten (8 6 per cent.) were diagnosed on urethral smear or culture when cervical smears and cultures were both negative.
Results
Full information was obtained concerning 370 patients from four sources. The age distribution was such that, unlike the patients at the venereal disease clinic, most of the women were married; the majority screened were pregnant at the time of examination. Table III gives details of the results of screening these patients. Rather unexpectedly there was no overlap in the microbiological findings. Eight patients were referred for further investigation on the basis of the first examination, Gram-negative diplococci being found on their cervical slides. One of these patients, seen in the gynaecological clinic and com- Innocently infected wives and regular girl-friends are on the receiving end of male promiscuity and constitute no public health risk, although they provide the bulk of female gonorrhoea patients seen in the venereal disease clinics. Promiscuous females, or those thought to be so, should be screened, since the primary purpose of screening is to stem the tide rather than to treat the cases.
Since this survey it has been decided that, at the Newcastle General Hospital, screening for gonorrhoea should continue only on a limited basis using clinical judgement on individual patients to detect those who may have this disease. The usefulness of this approach will be continuously reviewed. The VDRL will still be carried out on all pregnant patients. Summary The value of screening for gonorrhoea in obstetrics and gynaecology was investigated in a group of patients over a period of 3 months by Gram-stained cervical smears. VDRL tests were also undertaken and further smears were examined for Trichomonas vaginalis, moniliasis, and cervical cytology. Infesta 
